Health History Questionnaire

Please help us provide you with a complete evaluation by taking the time to fill out this questionnaire
carefully. All of your answers will be held absolutely confidential. If you have questions, please ask. If
there is anything you wish to bring to our attention which is not asked on this form, please note it in the
comments section. Thank you.

Name: E-mail:

Phone (home): Cell: Work:

DOB: Age: Height: Weight:
Place of Birth: Family Physician:

Occupation: Marital Status:

Street: City, State, Zip:

In Emergency Notify:

Referred by:

Insurance Company:

Have you ever been treated by acupuncture or Oriental Medicine before?

Main problem(s) you would like us to help you with

How long ago did this problem begin? (be specific)

To what extent does this problem interfere with your daily activities (work, sleep, sex)?

Have you been given a diagnosis for this problem? If so, what?

What kind of treatment have you tried?




Past medical history (please include date):

Significant llinesses: Cancer Diabetes Hepatitis High Blood Pressure
Heart Disease Rheumatic Fever Thyroid Disease Seizures Venereal Disease
Other:

Significant Trauma (auto accidents, falls, etc.):

Birth History (prolonged labor, forceps, etc.):

Allergies (drugs, chemicals, foods):

Family Medical History: Diabetes Cancer High Blood Pressure Heart Disease Stroke

Seizures Asthma Allergies Other:

Medicines taken with the last two months (vitamins, drugs, herbs, etc.):

Occupation: Occupational Stress (chemical, physical, psychological, etc.):

Do you have a regular exercise program? Please describe:

Have you ever been on a restricted diet? Please describe:




Please describe your average daily diet:

Morning Afternoon

Evening

How much coffee, tea, or cola do you drink per week?

How much alcohol do you drink per week?

Please describe any use of drugs for non-medical purposes

Indicate painful or distressed areas:
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